Among the acute complications, regardless of the type of DM, the most serious are hypoglycaemia, hyperosmolar hypoglycaemic state and diabetic ketoacidosis. [2] Similarly, the chronic complications of DM are mainly due to inadequate control, time of evolution, and genetic factors of the disease. They are divided into microvascular and
INTRODUCTION
In Brazil, the indicator of diabetes mellitus (DM) increases with age and is almost three times higher among those with lower schooling. In people aged between 18 and 24 years, for example, the rate is 0.9% per 100 thousand inhabitants; among people aged 35-44 years, the rate is 5.2%, and among those aged 55-64 years, it reaches 19.6%. [1] The largest number of cases, however, is in the population aged 65 years and older, which presents an index of 27.2%. [1] DM is a metabolic disorder evidenced by hyperglycaemia which may be associated with resistance in the action of insulin in the body and lack of production thereof. Its classification is based on the aetiology. Type 1DM is characterised by destruction of pancreatic beta cells resulting in deficiency of the hormone insulin, and Type 2 DM is characterised by defects in the action and secretion of insulin in the body. [2] The diagnosis of DM is fundamentally based on changes in fasting plasma glucose (8 hours) or after an overload of glucose (75 g) orally. [3] There are diagnostic categories for both adults and for pregnant women, the latter called gestational diabetes. It is worth noting that if not treated appropriately, it can lead to acute and chronic complications. macrovascular complications. Micro vascular complications include nephropathy, retinopathy, and neuropathy. The macro vascular complications, as the name implies, are due to changes in the large blood vessels and cause acute myocardial infarction, stroke, and peripheral vascular disease. [4] Diabetes has shown an increase in the Brazilian population. Data from the surveillance of risk factors and treatment of chronic diseases by telephonic survey in the country revealed that in 2015, the frequency of prior medical diagnosis of diabetes was 6.5% per 100 thousand inhabitants, being 6.7% among men and 6.3% among women whose treatment was covered by health insurance. The Brazilian capital city with the highest prevalence of diabetes was Campo Grande, with 8.5% for every 100 thousand inhabitants. This was followed by the capitals of Maceió, Macapá and Rio de Janeiro (7.7%, 7.3% and 7.0%, respectively), São Paulo and Natal with 6.7% and Salvador, Rio Branco and Manaus with 6.6%. [1] Diabetes when controlled does not generate hospitalisation costs especially in relation to chronic complications. Data from the Unified Health System (SUS) show that in 2008 there were 121,168 hospitalisations with an annual cost of 53 million reais. In 2011, this figure exceeded 125 thousand hospitalisations, accounting for an increase in expenditure by 65 million reais. [5] The ability of patients to understand their health situation and strategies for their treatment are the main ways to prevent complications. In this sense, the knowledge about the disease outcomes in health represents a way to aid the search for treatment when DM is already established. [6] In Brazil, according to data from the National Health Survey, people who study less with and without chronic diseases had a higher prevalence of hospitalisation, stopped performing activities and did not follow medical monitoring for health. [7] Moreover, research data highlight that low educational level influences follow-up of the care plan. However, therapies in groups are cited as facilitators for understanding of the pathology and metabolic control which include exercise and nutritional education, among other therapies. [8] In order for individuals to be able to manage chronic diseases such as diabetes, it is critical to impart skills to regularly monitor the symptoms of their conditions and to adapt their lifestyles. In this regard, the knowledge of its pathology and positive attitudes towards the disease assist in the process of adapting to the new reality; these attitudes can be taught and/or acquired. [9] The knowledge of people living with diabetes mellitus about their pathology in this population is not completely known. Therefore, we aimed to determine the knowledge of people living with diabetes mellitus about their pathology.
METHODOLOGY
This is a descriptive study with a quantitative approach conducted at the Institute of Health at Jorge Amado University Centre in Salvador, Bahia, Brazil. The Institute of Health is a clinicschool that provides multidisciplinary care in the promotion of health, involving nursing, physical education, physiotherapy, speech therapy, psychology, social work, and nutrition. It comprises 32 offices, 5 multidisciplinary laboratories, 3 physiotherapy gymnasiums, 1 pool for hydrotherapy, and an elevator for access by people with special needs.
The study consisted of 50 young adults and elderly participants. The inclusion criteria were: 18 years or older; having diabetes mellitus of any type diagnosed by a clinician at least 6 months prior. The exclusion criteria were: not having the mental capacity to discern the issues addressed; having complications secondary to diabetes mellitus. The participants were selected through an analysis of the charts for outpatient care, at the time they attended the nursing visit, and were invited to participate in the study. For those who agreed to participate, free and full information about the study was presented before they signed the informed consent form. This agreement ensured the confidentiality of the information reported and the preservation of the participants' anonymity, as defined by Resolution 466 of December 12, 2012 [10] . The project was approved under the number: CAAE: 69471516.7.0000.0041 by the Ethics Committee of Estácio University and was conducted from September 2017 to May 2018. It is worth mentioning that in order to maintain anonymity, participants were identified with the code "P" followed by a number according to the collection order (P1, P2, P3 ...). The collection of data occurred on days predetermined according to the appointment schedule. This was done using a form developed exclusively for this study, which was applied by the researcher and assistant to the participants in a reserved room, either immediately before or after the nursing consultation. The average duration of data collection was 30 minutes. The first part of the data collection form included demographic data, family income, schooling and duration since diabetes diagnosis. The second part was used to collect data concerning the knowledge of the disease such as: diabetes and its causes, foot care, and acute and chronic complications. Descriptive analysis of the data was performed and the results were tabulated according to the items surveyed in the form which were captured and analysed using Microsoft Office Excel 2007. The results were presented as percentages.
RESULTS AND DISCUSSION
The sample consisted of 50 people of whom 72% were women. Participants were aged between 28 and 81 years and the mean age was 54.2 years. Forty-two percent had been diagnosed with diabetes for 1 to 5 years. With respect to family income, 74% of families had 1 to 2 members earning minimum wages, and 44% had completed high school (Table 1) . Higher numbers of women have been reported more frequently among the studies on diabetes.
In addition, they have more interventions directed to the control of the pathology. [11] Similarly, we observed that in the clinical school where the research was performed, women were greater in number and the vast majority were elderly.
Regarding the diagnosis of DM, 60% reported that they discovered the pathology during routine clinical visits; 28% when they experienced severe discomfort and were diagnosed after frequent tremors, sudden weight loss, signs of hypoglycaemia or hyperglycaemia; 6% during preoperative examinations; and the remaining 6% when they were pregnant. Routine consultations were paramount in the diagnosis of the condition, thus making prevention and health promotion of great assistance in this process. Thus, a good anamnesis favours the search for risk factors and the nurse should be attentive to co morbidities such as hypercholesterolemia, hypertriglyceridemia, arterial hypertension and cardiovascular diseases associated with diabetes. [12] When requesting that people with diabetes define the pathology, 23 (46%) described the knowledge about diabetes superficially, noting that only sugar would be related to their disease. Another 8 people (16%) reported an improved perception of path physiology, mentioning terms such as metabolic disease, insufficient insulin production, and technical terms involving diabetes.
Nevertheless, in relation to the knowledge of the pathology, it was observed that 8 people (16%) demonstrated a limited view about the disease and they were sad to talk about the pathology, even though they did not have serious complications due to diabetes. Eleven people (22%) did not know or did not want to comment. Of these, two of the participants had been with pathology for more than 20 years, with incomplete elementary education and four others with relatively short duration with the pathology (2 to 3 years), with complete secondary schooling who did not know or did not want to respond.
The lower level of education is considered a relevant factor for the low therapeutic adherence by patients with chronic diseases, making it difficult to control the pathology. 8 In view of this, it is important that health education interventions aimed at this population be implemented in a simple and objective way, adapted to the sociocultural reality and respecting the specific limitations of the affected individuals. [13, 14] It is possible to make the person with diabetes responsible for the success of their therapy. For this, it is essential to instruct them to be concerned about their selfcare, using the health system as an aid in controlling their pathology. [15] It was observed that a lack of knowledge was present and recurrent in the responses. Similarly, there was a misrepresentation involved with the pathology, as can be gauged from the sentences below:
"It is hereditary and contagious "(P. 15) "It is too much sugar in the blood, it is a congenital disease" (P.30). "Type 1 is when the patient has a wound and a Type 2patient does not" (P. 2)
The heredity role has been confirmed by findings in the literature [16] ; however, the term "contagious" reveals their ignorance about its pathology or the term used as seen on P.15. Another example is the response on P.30 that referred to placental transmission incorrectly.
When asked about the diabetes classifications, 26 participants (52%) reported not knowing the difference between Type 1 and Type 2, 5 (10%) defined that Type 1 is more connected to children and Type 2 to adults correctly. Another 4 (8%) demonstrated knowledge regarding the use of drugs in the different types of diabetes; 15 participants (30%) reported diverse responses with no relation to the pathophysiology of the disease, as reported on P. 2.
The cure of diabetes was reported by two patients as follows: On P 34, it is stated that he believed that cure will be found in Brazilin, the cow's foot tea plant. This plant is known so due to the formation of its leaves. Its scientific name is Bauhinia forficata. Similarly, on P. 7, it is mentioned that the cure would be linked to intake of "bovine bile". Sixteen participants (32%) did not respond, and the remaining 32 (64%) expressed the knowledge that "diabetes has no cure but control".
The popular beliefs are still present in the imagination of the society, affecting the therapeutic conduct. Some species such Abelmoschus esculentus, Bauhinia forticata, Baccaris trimera, Quasia amara, Aloe vera, Morinda citrifolia, Hibiscus sabdariffa, and Citru limonium were mentioned by patients as coadjuvants to the treatment of DM. Based on these beliefs, studies have been conducted to identify whether the species used by the patients have a significant effect on the treatment [17] ; however, to date there are no studies that prove the efficacy of these plants for glycaemia control. The research on plants with hypoglycaemic properties has been accentuated in recent years in order to increase the empirical knowledge, with a view to an improvement of the current therapeutics. The plants that currently present better prospects are Bauhinia forficata, Mormodica charantia, Eugenia jambolana, and Olea europaea [18] .
It is imperative that natural products be evaluated scientifically, since the indiscriminate use associated with the drugs can potentiate its effect and cause serious health problems, such as severe hypoglycaemia. [19] Regarding chronic complications, 13 participants (26%) did not know or did not want to comment. However, the other 37 (74%) showed some degree of knowledge about complications due to diabetes, as we can see in the following percentages: 28 indicated amputations; 16 indicated blindness; 12 indicated the use of haemodialysis or renal problems; 2 indicated sores on feet; 2 reported that hypertension and coronary problems were associated; 1 indicated neuropathy and 1 indicated death.
Of the acute complications, 17 (34%) were unable to respond, 1 (2%) reported hypoglycaemia, 1 (2%) diabetic ketoacidosis, 4 (8%) hyperglycaemia, 2 (4%) coma and 36 (72%) patients confused the chronic complications with the acute complications of the disease.
When asked about multidisciplinary follow-up, 31 patients (62%) answered that they were not followed up by a multidisciplinary team, 18 (36%) reported that they were followed up by more than one professional; however, they did not mention which specialties. Only 1 patient (2%) reported follow-up by a multidisciplinary team (nutrition, physiotherapy, nursing and medicine).
Regarding physical activity, 19 patients (38%) did not know its importance, 31 patients (62%) indicated some benefits of regular physical activity, such as speeding up metabolism, improving circulation, reducing cholesterol levels, controlling blood glucose levels and weight loss.
When questioned about foot care, 6 patients (12%) interviewed did not know what care should be taken; 9 patients (18%) knew what to do; however, they confirmed that they did not take special care of their feet. These data point to the need for health education. Thirty-five patients (70%) reported that moisturising, avoiding very hot water, avoiding walking bare feet, drying well between the toes and wearing closed shoes were some of the care that should be taken; however, the patients did not report the use of appropriate shoes.
The literature proposes that footwear should have a square tip with a maximum height of 3 cm and should not have internal seams. The use of removable insoles is appropriate and it is advisable to wear shoes with socks only. In summer, it is advisable to wear slippers that are resistant and soft, and they should not have a strap between the toes. [20] . There are ways to identify and prevent complications of diabetic foot, such as the performance of neurological tests, such as the use of monofilaments, tactile stimuli, painful stimulus, vibratory thermal evaluation characterised by low cost, practicality and easy to use, 2 In addition, clinical evaluation by means of anamnesis and physical examination with palpation of the pulse (posterior and dorsal tibial artery of the foot) and observation of foot care, such as evaluating mycoses, claw and hammer toes, and bone deformities, are measures adopted to avoid many of the complications such as the dreaded amputations. [21, 22] It is extremely important that the professionals involved in the treatment consider the cultural, economic, educational (level of education), gender and social conditions experienced by those affected and their influence on the way in which they understand their pathology. The more positive the attitudes are developed before the complications are experienced, the greater the effectiveness of the treatment.
Some theories may help in this process of confrontation, such as that of Viktor Emil Frankl known as "Logo therapy" or "Psychotherapy of the Sense of Life". This theory suggests that every human being is able to withstand the most intense sufferings, such as knowing the diagnosis and making a commitment to health monitoring. In this way, the theory proposes to rekindle the meaning of life, being necessary for this is that the person involved confronts the situations presented. Each person is responsible for their freedom and the nurse must monitor the actions taken by the patient and his family in the face of the suffering caused by the disease. [24] When assessing the knowledge of the user in the health services, we allow the horizontalisation of knowledge and the co-responsibility of the same in the face of its treatment. The user should be included in the context of his/her therapy as the main and active person, collaborating so that the assistance provided helps in adhering to the guidelines.
As a limitation of the study, the term "multidisciplinary" could have been misunderstood by those with less schooling. Therefore, specifying which professionals were associated with the multidisciplinary team on the form could have facilitated the analysis of this item.
CONCLUSION
Understanding the knowledge of people with diabetes is to identify what they have learned or accomplished regarding the actions of how they deal with pathology. This is the first step in facilitating appropriate changes to self-care.
All the patients' evaluated presented degrees of ignorance about DM. Hope in healing was still cited by a small proportion of them (4%). It was recurrent citations of medicinal plants associated with drug therapy performed daily by the participants of the research. In this way, popular knowledge is part of the daily life of the diabetic patients investigated. Thus, the nurse must respect the individuality of the users at each consultation and likewise enable a moment of reception, qualified listening and creation of the affective-professional bond.
Knowledge of chronic complications was extracted, mainly in relation to visual changes such as blindness and complications of lower limbs such as amputations. There was a lack of knowledge regarding acute complications. The vast majority (70%) of the patients knew how to take care of their feet; however, they did not use appropriate footwear.
Scientific knowledge sometimes disregards the empirical knowledge and the trajectory travelled by the user until the moment of the consultation. In this way, it becomes an important factor in the communication between the professional and the user, allowing a moment for the withdrawal of doubts and questions. Nonadherence or incorrect adherence to targeted therapy, directly affects the prognosis and evolution of the pathology.
